Consideration of psychological distress in long-term endocrine conditions is of vital importance given the prevalence of anxiety and depression in such disorders. Poor mental health can lead to compromised self-care, higher utilization of health services, lower rates of adherence, reduced quality of life and ultimately poorer outcomes.
| INTRODUCTION
Psychological distress in response to significant health problems is not only common but "normal" and understandable: the disruption to life trajectories and impact on every domain of life makes adjustment difficult. Signs of compromised psychological well-being within the medical setting often include behavioural changes such as ineffective self-management, poor attendance to medical appointments and reduced treatment adherence. 1 In clinic, the distressed patient may present as tearful, withdrawn, low in mood, with reductions in sleep and appetite; they may appear anxious/panicky, excessively worried and frequently seeking reassurance or a combination of these and other symptoms (see Box 1) . For those most affected, normal day-today activities will become a challenge and enjoyment of life will be much reduced, yet many will present to the clinic with a "brave" face.
Distress is not always immediately evident but can be revealed with a gentle and general line of enquiry: "…and how have things been?" -an important question that should be asked of all of our patients.
Psychological distress has been detected in up to 81% of endocrine conditions, with around half representing low mood and a third anxiety related. 2 Prevalence of health-related anxiety has been reported as particularly high in endocrine patients compared to the general population, 3 which is unsurprising given the potentially lifethreatening nature of many endocrine conditions and the importance of hypervigilance to bodily changes and health status.
The reciprocal relationship between physical and mental health is well documented: poor mental health leads to compromised selfcare, higher utilization of health services, lower rates of adherence, reduced quality of life and ultimately poorer outcomes. 
| WHAT ARE THE PSYCHOPHYSIOLOGICAL FACTORS TO TAKE INTO ACCOUNT IN LONG-TERM ENDOCRINE CONDITIONS?
The interaction between biological, psychological and social aspects of long-term endocrine conditions presents a complex clinical problem: symptoms commonly associated with the psychological presentation of anxiety and depression are similar to those attributed to the physical manifestations of prodromal, acute and sequelae phases of an endocrine condition. 5 Indeed, in some cases, diagnosis of endocrine conditions has been overlooked by clinicians when presentation of psychological symptoms has masked changes in underlying physical symptoms.
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Yet this complexity also provides a potential route to effective treatment. The biopsychosocial framework, 7, 8 There is evidence that despite cortisol replacement in cases such as Addison's disease, patient experience of stress remains intact and particular aspects of the physiological stress response persist.
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Although cortisol is administered and controlled synthetically in cases of adrenal insufficiency, simulation of circadian variation in cortisol rhythm presents significant challenges. Glucocorticoid dysregulation resulting from lack of normal cortisol variation can influence mood (anxiety and depression) and has implications for reduced healthrelated quality of life across a range of domains including physical and social functioning. 19, 20 There is evidence to suggest not only that higher levels of hydrocortisone dosage are associated with poorer health-related quality of life and mood in patients with adrenal insufficiency but also that manipulation of hydrocortisone administration to two rather than three times per day may be beneficial with respect to these outcomes as this more closely mirrors natural cortisol regulation. 20 That closer simulation of natural circadian rhythms in conditions of adrenal insufficiency is linked to better psychosocial outcomes and that psychosocial outcomes may further influence endocrine regulation and disease course requires further attention. In particular, attention has been drawn to the need for closer simulation of cortisol rhythm to focus on enabling an increase in the pre-awakening hours. 
| PSYCHOLOGICAL THERAPY: WHAT ARE THE GUIDELINES AND RECOMMENDATIONS?
The degree to which psychological aspects of well-being are considered in the UK National Institute for Care and health Excellence (NICE) guid- The most commonly applied psychological model in treating distress associated with health problems is cognitive-behavioural therapy (CBT), which has been found to be effective for a range of physical health problems 23 and is frequently endorsed within NICE guidance.
CBT has proven efficacy for common problems found in medical conditions such as mood related issues, anxiety, fatigue and pain. 24 CBT is a time-limited, goal orientated and collaborative intervention, which is based on identifying unhelpful thoughts and assumptions that lead to behavioural and emotional responses which then precipitate vicious cycles of distress. The intervention itself is individually tailored and formulation driven. For patients with medical problems, the goal of CBT is to adopt active self-management and develop a repertoire of strategies to facilitate positive physical and emotional well-being.
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Other approaches which have demonstrated effectiveness include "third-wave" cognitive-behavioural therapies, such as acceptancecommitment therapy and mindfulness-based cognitive therapy.
Psychological interventions are adapted to include disease-specific characteristics, however the underpinning theory and clinical approach to treating all distress bears a commonality: the central role of "mean- 
| WHAT IS THE ROLE OF THE ENDOCRINOLOGIST IN ASSESSING PSYCHOLOGICAL WELL-BEING?
The role of the endocrinologist in assessing psychological well-being is primarily one of vigilance and as conduit. It is beyond the clinical remit of the endocrinologist to comprehensively assess mental health, however it is possible that the patient experiencing psychological distress may not be seen regularly elsewhere, and thus, there is a duty of care to address an outstanding unmet clinical need (see Box 1 for summary overview).
NICE guidance for diabetes and further guidance on "depression in adults with a chronic physical health problems" (see NICE.org.UK) indicates that clinicians should routinely and directly ask patients about their emotional well-being at every appointment. NICE specifically recommend asking the following questions:
• During the last month, have you often been bothered by feeling down, depressed or hopeless?
• During the last month, have you often been bothered by having little interest or pleasure in doing things?
These questions specifically target low mood, however screening for anxiety-related problems is also recommended:
• During the last month, have you often been bothered by feeling worried, anxious or panicky?
• During the last month have you had concerns about your ability to cope with everyday activities?
If the patient responds "yes" to one or more of the suggested screening questions, NICE recommend considering onward referral for a fuller assessment of emotional well-being. Borderline answers should be probed further, and "watchful waiting" employed if patients are not forthcoming yet difficulties are suspected. A brief discussion regarding any history of psychological difficulties will provide meaningful information as to whether a patient would benefit from additional closer monitoring by the GP.
Reductions in medication adherence, poor attendance and difficulties in effective self-management should all be taken as potential early signs of psychological difficulties and may act as a trigger to explore the degree to which functioning is compromised, particularly if the clinician believes there is little more that can be done to promote more effective self-management from a service point of view. 
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The primary purpose of assessing emotional well-being on a routine basis is to allow for early detection and treatment of a range of difficulties, including more severe and enduring mental health issues.
Identification and integration of physical and mental health problems have become a priority on an international scale: recent developments in the USA private healthcare system 35 and proposed actions within the World Health Organisation (WHO) and European Mental Health Action Plan 36 also recognize the need for better access and assessment of mental healthcare within physical health.
| WHO SHOULD BE REFERRED FOR PSYCHOLOGICAL THERAPY?
In addition to simple screening questions to triage need for onward referral, other thresholds may apply: referral for psychological therapy should be offered at the point at which a patient experience psychological distress that interferes with emotional well-being, self-management and when they themselves express the need for additional support in relation to self-management or distress. 24 This is particularly pertinent in cases where residual physical symptoms and psychological distress co-occur as addressing psychological wellbeing is likely to improve rates of physical remission. 1 The threshold to refer for a more specialist assessment may appear low (ie feeling bothered by low mood/worry, reduced enjoyment and activity), however research indicates that compromised psychological functioning significantly impacts effective self-management, and thus, these initial symptoms bear gravitas, NICE and WHO indicate that early detection and intervention is essential for better outcomes long term.
For more acute and severe mental health difficulties such as hearing voices, unshakeable unusual beliefs, auditory hallucinations, mania, risk/suicidal despair, patients should be referred to their GP on an urgent same day basis to ensure onward referral for specialist mental health assessment due to risk management issues.
Communication between services is vitally important to the success of integrating physical and mental health, 5 therefore, it is essential that information regarding patient well-being is communicated to the GP in routine letters, including questionnaire data where available.
| WHAT SERVICES ARE AVAILABLE FOR THE ENDOCRINE PATIENT WHO EXPERIENCES PSYCHOLOGICAL DIFFICULTIES?
The UK NHS Mandate 37 emphasizes the importance of a smooth transition between services, which requires front line clinicians to Indeed, the consideration of adjuvant psychological therapy in longterm endocrine disorders has come at a timely point; the NHS landscape is now populated with a range of options for individuals who require the integration of care for both physical and mental health.
The Improving Access to Psychological Therapies (IAPT) 38 movement has evolved to deliver stepped care psychological support for individuals who experience anxiety and depression with a comorbid long-term health problem, integrating physical and mental health. 38 Due to the evolution of IAPT service into the LTC sphere being so recent, there is no data available from larger follow-up studies. Psychological therapies delivered by IAPT are underpinned by empirically grounded evidence-based treatments and endorsed by NICE, however the successful adaptation to LTCs is yet to be evidenced in respect to long-term outcomes or disease-specific outcomes.
Where available, pathways to these services are usually through general practitioner referral, with some local services offering self- In addition to IAPT services and clinical and health psychologists in health settings, community mental health services are also available for patients who are experiencing severe and enduring mental health problems and should be accessed through the GP. While clinical and health psychologists embedded within medical settings are highly trained to work therapeutically integrating physical and mental health care, if mental health is considered the dominant concern (as opposed to physical health), then a referral back to the GP for mental health assessment would be prudent to complement and optimize physical health care. 
| CLINICAL CASE: OUTCOME

